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OUTPATIENT HOSPITAL STATE PLAN 
UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

' MethodsandStandards for DeterminingOutpatientHospitalPaymentRates 
With Amendments Effective July 1, 1996 

1000 STATUTORYBASIS 

The outpatient reimbursement shall comply with all current and future applicable Federal and State laws 
and regulations and shall reflect all adjustments allowed under said laws and regulations. Federal 
regulations (42 CFR 4447.3211 require the Medicaid agency not pay more for outpatient hospital services 
than hospital providers would receive for comparable services under comparable circumstances under 
Medicare. 

2000 GENERALPRINCIPLES 
.*y ,. ~ .'_,. . -?$. 

hospital services will be interim with a retrospectiveOutpatient paid at an rate per visit final 8 :' P 
settlement for each hospital's fiscal year based on the audited cost report for the hospital's fiscal I: 
year. 

!' 
I. 

2100 InterimRate. The interimratefor each hospitalwill be the sum oftherate per outpatient i 
visit and the rural hospital adjustment per visit as determined under f4200and 54300 respectively. Fori 
interim payment purposes, clinical diagnostic laboratory tests will be paid on the lower of charges or I 
the Medicaid laboratory fee schedule. All other outpatient services will be paid at the interim rate less f 
the for tests. payments shall bepayment clinical diagnostic laboratory Interim subject to  a ii 
retrospective final settlement. ! 

i 
2200 FinalSettlement. Theretrospectivefinalsettlement will be the hospital'sallowable 

outpatient cost limited by the hospital's customary charges and rate per outpatient visit. In addition, 

t1 

the reimbursement for clinical diagnostic laboratory services will be limited to thelaboratory fee 

schedule of the Wisconsin Medical Assistance Program or the hospital's charges for the laboratory 

services. Section 4100 describes final settlements in more detail. 


2400 HospitalLicensureofProviderPremise. Onlymedically necessarycoveredservices provided 

within the physical licensed premises of a licensed hospital facilityare eligible for reimbursement 

under this outpatient hospital payment formula. Medically necessary covered services provided (a) in a 

facility which is not a licensed hospital facility or (b) in an unlicensed portion of a hospital facility 

are not eligible for reimbursement under this outpatient payment formula. 


2600 CostReport. Each hospitalparticipating in the WisconsinMedical AssistanceProgram (WMAP) 

shall prepare a retrospective Title XIX cost report at the close of its fiscal year. In-state hospital 

providers must submit the cost reportand accompanying supplementalschedules to theDepartment's audit 

intermediary by the date required by Medicare for submission of the costreport. If a provider is granted 

an extension for Medicare, the WMAP will automatically extend its deadline. The report shall be 

accompanied by a certified financial statement and contain other information that may berequired by the 

Department. 


3000 DEFINITIONS 

HospitalFacility. A hospital facility IS he physicalentity, surveyedand licensed by the 
Wisconsin Department of Health and f a m i l y  s e r v i c eChapter 150, Wis. Stats.. For hospitals not 
located in Wisconsin, a hospital facility is the physical entity that is covered by surveying, licensure, 
certification, accreditation or such comparable regulatory activities of the state in which the hospital 
is located. 

Outpatient Base Year. The first hospital fiscal year beginning on or after January 1 ,  1987. 
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Final Settlement Year. The hospital fiscal year for which a retrospective final settlement is 
calculated. 

Allowable Costs. The hospital's allowable Medical Assistance (MA) costs permitted by applicable 
Medicare standards and principles of reimbursement (42 CFR Part 405 and HIM-15). 

Outpatient Visit. An admission to the outpatient hospital on a given calendar day, regardless of the 
number of procedures or examinations performed or departments visited. A maximum of one outpatient visit 
per patient per calendar day shall be recognized and paid. 

Rate Per Outpatient Visit. The hospital-specific rate per outpatient visit determined from the 
outpatient base year and which serves as a maximum on payment forservices provided in the final 
settlement year. 

Clinical Diagnostic Laboratory Reimbursement. The lower of laboratory fee schedule amounts of 
the Wisconsin Medical Assistance Program or the hospital's laboratory charges for services rendered. 

4000 METHODOLOGY FOR COMPUTING OUTPATIENT FINAL SETTLEMENT 

4100 Limits on Cost Settlement. 

Final settlement of outpatient reimbursement for a settlement year shall be a hospital's allowable 
audited outpatient costs in the final settlement year as determined according to  applicable Medicare and 
Medicaid standards and principles of reimbursement. The resulting amount will be limited by the lesser 
of amounts: 

:;, 
1. Customary outpatient charges in the final settlement year, 
2. 	 The sum of (a) the ratesper outpatient visit effective forthe finalsettlement year multiplied i 

bythe number ofMedical Assistance outpatientvisitsfortheperiod(b)the rural 
hospitaladjustments per visiteffectiveforthefinalsettlement year multipliedbythe number ~CT.-- '? 

Medical the forvisitsof Assistance outpatient period, or r.;;-'.J  

3. The sum of the interim clinical diagnostic laboratory reimbursement 
: p; I -2 

the lesser of the following for other services (other than the above laboratory services): i @:':..;*{I 
a. 	 Totaloutpatient charges forother services in thefinal settlement year, or i PL- ' :; 

audited for final Settlementb. 	 Total costsother services in the year. ! n8.::I." 
L't;z.... . 

(As of July 1, 1996, the rural hospital adjustment will not be paid in addition to cost. State statute 
rural adjustment payments, be 

I 
requires that payments, including hospital limited to cost.) \ 
The cost of air, water and landambulance service are not reimbursable costs for outpatient hospital 

providers. & 
4200 Calculation of Rate Per Outpatient Visit 

A rate per outpatient visit will be established for each hospital for use as one of the paymentmaximums 

in the respective hospital's retrospective final settlement. The rate will apply to  all covered 

outpatient services provided by thehospital during its finalsettlement year except for triage services 

paid under 15600 below. Calculation of the rate is described below and an example calculation is shown in 

the appendix. 


The audited allowable cost attributed to outpatient services provided Medical Assistance recipients 

during the hospital's outpatient base year will be divided by the number of Medical Assistance recipient 

visits during the base year. The result is the base year cost per outpatient visit. 


The following adjustments willbe applied to thebase year cost per outpatient visit to  establish the rate 

peroutpatientvisit. More than one rate per outpatient visit may apply to  a hospital's final 

settlement year depending on the effective dates of rate adjustmentsand the period of a hospital's 

settlement year. 
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1987  15.98%  
1,1988 

through  

of 

1. . 

1. 

2. 

3. 

4300 

Outpatient Hospital State Plan, Attachment4.198 

increase for mental health services Outpatient base year allowable costsshall be adjusted to allow 
increased payment for outpatient mental health services. A hospital's outpatient base year allowable costs 
shall be increase by 2% of the Wisconsin Medical Assistance Program payments to the hospital for 
outpatient mental healthservices providedin calendar year 1990. 

Capital cost reduction capitalcosts, which are includedin the baseyear outpatient allowable costs, 
shall be reduced by 10% for all hospitals. 

Base year increase. Base year costs, after including the above two adjustments, shall be increased by 
the appropriate percentage below. 

For outpatient base years adjustment Factor 
beginning on or between Effective july 1, 1997Effective july 1,1998 

January 1,June 30.1987 18.30% - ,  
July 1,1987 throughJanuary 15.97% 13.70% 4' 

Calculation of Rural Hospital Adjustment Per Outpatient Visit 

4320 qualifying Criteria. A hospital may qualify for the rural hospitaladjustment to its outpatient payment if it 
meets all of the following criteria: 

1. 

2. 

3. 
4. 
5. 


The hospitalis located ina rural Wisconsin area, which means thatit is not locatedin a metropolitan 
statistical area (MSA) whichis being used by HCFAin the Medicare programas of the effective date the 
annual update. 
As of January 1, 1991, the hospital was classifiedin a rural wage area by Medicare. 
The hospital has notbeen permanently assignedMSA status by HCFAas of July1 1993. 
The hospitalis notclassified as a RuralReferralCenter by Medicare. 
For annual updates onand after July1,1998, thehospital's combined Medicare andMedicaid 
utilization rateof thehospital, as determined based on charges, has been equalto or greater than 
50.0%. For annual updates prior to July 1, 1998,the hospital's combined Medicare and Medicaid 
utilization rateof the hospital, as determined based on charges, has been equal to or greater than55.0%. 

The hospital's combined Medicare and Medicaid utilization rate willbe determined based oncharges for inpatient 
and outpatient servicesprovidedduring the hospital's fiscal year which endedin the calendar year endingtwo years 
prior to the annual update. (Example, for July 1, 1995,the hospital'sfiscal year ending in 1993 will be used). The 
hospital's total charges for Medicare (TitleXVIII) and Medicaid (TitleXIX) services will be divided by the hospital's 
total charges forall patient services provided duringits fiscal year, resulting in the combinedMedicare and Medicaid 
utilization rate. Hospitalsthat receive an adjustment under this section arenot eligible to receive acritical access 
hospital interim cost payment adjustment under section 6890. 

4330 Annual Update. A hospital'squalification for the rural adjustment will be annuallydetermined for each 
July 1 and,if qualifies, will have its rural adjustment recalculated effective each July1. 

4340 Calculation of Payment. The amount of the rural hospital adjustment will be basedon the hospital's 
Medicaid utilization rate for services provided duringits fiscal year that endedin the calendar year ending two years 
prior to the annual update. (Example, for July1, 1995, the hospital's fiscal year ending in 1993 will be used). The 
hospital's total charges for Medicaid covered inpatientand outpatient serviceswill be dividedby the hospital'stotal 
charges for all patient services provided duringits fiscal year. Charges from out-of-state Medicaid programs may be 
included in the calculation if a hospital requests an administrative adjustment undersection 6850. 

The resulting Medicaidutilization rate shallbe used to select the hospital'srural hospital adjustment percentage 
according to the following table. The adjustment percentage multiplied by the rateper outpatient visit determined 
according to section4200 shall bethe rural hospitaladjustment per outpatient visit. The rateper outpatient visit 
used from section4200 will not include any administrative adjustmentsfor case mix. capital expenditures and 
combined settlement years. 
(Adjustment percentages arelisted on next page, page4. )  
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outpatient Rural hospital adjustment Continued 
Rural Hospital Adjustment Percentage 

Medicaid Utilization Rate Effective july 1, 1995 [Continued Effective 7/1/991 
Upthrough 7.5% ................................. 15% 
7.6% through9.9% ............................. 23yo 
10.0% through 12.5% ......................... 31% 
12.6% and greater .............................. 39% 

4360 Source of Charges Information for Calculating Utilization Rates. For calculating the utilization rates, 
total charges and Medicare(Title XVIII) charges will be based on the charge's reported by thehospital in its "Fiscal 
Year HospitalFiscal Survey" for its fiscal year which endedin the calendar year endingtwo years prior tothe annual 
update. (Example, for July 1, 1995, the hospital's fiscal year endingin 1993 will be used). Charges for Medicaid 
(Title XIX) services will bebased on Medicaid and will not include chargesforclaims submitted to the WMAP 
services which were covered the WMAP did notmake ai.in full or partby Medicare and charges for services which 
payment to the hospital(such as hospital stays for which insurancepaid the full amount whichthe WMAP would I 

have paid). 

4800 If Audited Base Year Cost Report Is Not Available 
Hospitals, for which the Department doesnot have an audited cost report available forthe hospital's first fiscal year 
beginning on or after January1, 1987, shall have claimspaid at 83% of chargesuntil after suchtime as an audited 
cost reportis obtained by the Department for the hospital'sfirst fiscal year beginningon or after January1, 1987. 

If the unavailability of an for such an annual periodaudited cost report is due to thehospital being newly certified or 
reinstated for participationin the Wisconsin Medical Assistance Program, an audited cost report covering at least six 
months of the outpatientbase year shall beused. If such a six month audited costreport is or will not be available 
for such a hospital, then theaudited cost reportfor the hospital's subsequent fiscal year shall be used. Upon 
receipt of the audited costreport, Medicaidallowable costs from the cost report be deflatedto 1987 dollars by 
applying the appropriate DRVMcGrawHill, Inc. hospital market basket index. 

The Departmentwill calculate an average outpatient rateper visit according tothe methodology described above. 
Payments madeon a percentage-of-charges basiswill be retroactively adjusted usingthe rate pervisit. Claims will 
be paidat 83% of chargesuntil such timeas a cost report can be obtained for the hospital'sfirst fiscal year after 
being certified. 

4840 Payment Ratesfor Hospitals Combining IntoOne Operation 

Hospital combiningsresult from in-state ormajor border status hospitals combining
into one operation, under one 
WMAP provider certification,either throughmerger or consolidation or a hospital absorbing a major portion of the 
operation of another hospital through purchase, lease or donation of a substantialportion ofanother hospital's 
operation or a substantial amountof another hospital'sphysical plant.For hospitals that combineinto one operation 
under one WMAP providercertification on or after July1, 1995, the rateper outpatient visitwill be a combined 
average. The rate per outpatient visitfor the combinedor absorbing hospitalwill be a weighted average of the rates 
per outpatient visit, includingthe rural hospital adjustment, of each ofthe previous individualhospitals. The 
weighting for the averagewill be the number of WMAP recipient outpatient visits for of the previous individual 
hospitals from at least a one yearperiod which ended six months or more before the merger, consolidation or 
absorption. 
Whenever therural hospital adjustmentis to be recalculated, the qualifying criteria, exceptcriteria #2 and #3of 
section 4320, shallbe applied to the combined or absorbing hospital. Charge data of individualeach of the previous 
hospital willbe combined tocalculate utilization rates if the required data for the specifiedtime periodis not available 
for the combinedor absorbing hospital. 

5000 REIMBURSEMENT FOR OUTPATIENT SERVICES PROVIDEDOUT-OF-STATE 

Outpatient hospital servicesprovided at&Iout-of-state hospitals, including border status hospitals,shall be paid at 
50% of allowed charges. Reimbursement for diagnostic laboratory services will be the lowerof laboratory fee 
schedule amounts of the for servicesWisconsin MedicalAssistance Program or the hospital's laboratory charges 
rendered. Payment for outpatient services provided by out-of-state hospitals whichare notcertified as border status 
will be limitedto emergency services or services prior authorized by the Wisconsin Medical Assistance Program. 

Page 4 (7/1/99.TN 99412) 

TN ## 99-012 
DateApproval /.2!-962?7 Date 711199 

97-012 



Effective  

Hospital(9/28/94) Outpatient State Plan 

. 

5500 BORDER METROPOLITANSTATISTICAL AREA (MSA) SUPPLEMENT 

5520 Qualifying Criteria. Ahospitalmayqualifyfora border MSA supplement payment if it is located in a 
metropolitan statistical area which has its primary urban area located in a state other than Wisconsin. 
MSA designations t o  be used are those used by HCFA in the Medicare program on July 1, 1993. 

5530 Calculation of Payment. Amonthlypaymentwill be determinedfor each qualifyinghospital based 
on the amount of outpatient services which were provided to  Wisconsin Medical Assistance Program (WMAP) 
recipients. Total annual supplemental payments to  all qualifying hospitals shall not exceed an annual target 
amount. A monthly payment amount will be determined according to the following formula effective May 
1994 through June 1995. As of July 1995 and each July thereafter, the payment amount will be updated and 
effective for each 12 month period, July through June. 

V = 	 Number of WMAP outpatientvisits inthe 12 monthperiodwhich begins in the 
month of July, two calendar years prior to the effective date of the MSA supplement 
update. (Example, for the May 1, 1994 effective date. the 12  month period will be July 1992 through 

June 1993; for e July 1, 1995 effective date, July 1993 through June 1994 will be used.) 

W = Weightingfactorfromtable in55540 below 
V xW = Weightedvisitsofaqualifyinghospital 

I V  xW = Sum ofweightedvisits of all qualifyinghospital 
T = Statewideexpendituretargetamount as stated in 95560 below 
M = Monthlypayment to  thequalifyinghospital 

Calculation: I ( V x W) / (ZVx W) xT 1 / 12 months = M 

5540 Weighting Factor.The weightingfactor will be selected fromthefollowingtable based on the 
hospital‘s Medicaid utilization rate for services provided during its fiscal year which ended in the calendar year 
ending two years prior to  the effective date of the supplemental payment. example for may 1, 1994, the hospitals 

fiscal year ending in 1992 will be wed, for e July 1, 1995 effective date. the hospitals fiscal year ending in 1993 will be used.) The 
hospital‘s Medicaid utilization rate will be the hospital‘s total charges for WMAP covered inpatient and 
outpatient services divided by the hospital’s total charges for all patient services provided during its fiscal year. 
Total charges will be based on the charges reported by the hospital in its “Fiscal Year Hospital Fiscal Survey”. 
Charges for WMAP services will be based on Medicaid claims submitted to the WMAP and will not include 
charges for services which were covered in full or part by Medicare and charges for services for which the 
WMAP did not make a payment to  the hospital (such as hospital stays for which insurance paid the full 
amount for which the WMAP would have paid). 

Medicaid RateUtilizationweighting Factor 
Upthrough 7.5% . . . . . . . . . . . .  15 
7.6%through 9.9% . . . . . . . . . .  30 
10.0%and greater . . . . . . . . . . .  45 

5560 TargetAmount. Theannual targetamount will be $250,000. 

5600 TRIAGE PAYMENT FEE FOR PRIMARY PROVIDER PROGRAM 

* The Department may pay an emergency room triage fee in lieu of a hospital’s outpatient rate per visit when the - primary care physician of a recipient instructs the hospital to not further treat the MA recipient. This only- applies t o  instate and border status general acute care hospitals when they serve MA recipients who are - enrolled in the wisconsinMedicalAssistance Program (WMAP)primary providerprogram. Triageservicespaid- under this provision will not be subject to  final cost settlement and will not be included in the cost settlement - described in 54100. (Note:Triage paymenteffective7/1/94.) 
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5700 HOSPITAL OUTPATIENT extended NURSING SERVICES 

hospital outpatient oxtended nursingServices are nursingservices and respiratory care 

provided by nurses, for part of a day, in a group setting, on the site ofan acute care 

general hospital approved d e r  Wu. Admirr. Code HSS 124. The nursing services . .  
must be administered by or under the direct on-site supervision of a regismred nurse 

All medical care services mot be prescribed by a physician. 

reimbursement The reimbursement for outpatient extended nutsing services shall 

cover all nursing services provided bythe hospital,. The services will be reimbursed at 

an hourly rate. The hourly outpatient extended nursing services rate may be billed only 

for the time during which en outpatient extended nursing services patient is physically 
present at the hospital dattended by a nurse or a hospital staff penon under the 

direct supervision of a nurse. Any portionof a @tarterof on hour of presence at the 

hospital for outpatient extended nursing services can be charged 8s e full quarter of an 

hour. 

Effective April 1,1995, the hourly payment rate for outpatient extended nursing 

cervices is $30.00 per hour per patient. 
. , 

Cost reporting A hospital must separately identify a d  report in itsTitlo XIX cost 

report those direct and indirect costs attributable'%'the outpatient extended nursing 
. .

services. 
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5800 	 SUPPLEMENTAL PAYMENTS FOR ESSENTIAL ACCESS CITY HOSPITALS 
(EACH) 

Supplemental payments may beprovided for any hospital located in Wisconsin which meets thecriteria 
for an "essentialaccess city hospital" (anEACH). 

5810 Qualifying Criteria. 

An EACH is an acute care general hospital with medical and surgical, neonatal ICU, emergencyand 
obstetrical services availableto WMAP inpatient recipients andis located inthe inner cityof a city of the 
first class in Wisconsin. An EACH must have 30% or more of its total inpatient days attributableto 
Medicaidpatients including HMO Medicaidpatients and must have 30% or more of its gross charge 
revenues attributableto inpatient and outpatient services which wereprovidedto Medicaidpatients, 
including HMO Medicaidpatients, andto charity care. 

An "inner city area" will be identifiedby contiguous U.S. Postal Service Zip Codes for the respective area. 
Once a hospital is designated an EACH, it may be eligible annually,using the State's fiscal year. 

An EACH is expected to be committedto maintaining itseffort to serve MA recipients including recipients 
in the inner city area. If during any rate yeara hospital ceasesto qualify as an EACH, then the 
Department will remove the EACH status effective with the date anyof the criteria above are foundto not 
have beenmet by the hospital. The Department may withholdor may retroactively recover EACH 
supplemental paymentsin proportionto the extent that the EACH doesnot meet its commitment to 
provide inpatient and outpatient servicesto MA recipients including MA HMO enrollees. 

5820 Payment. 

The EACH supplementshall be paid in aprospectively established monthly amount based on the past 
Medicaid utilization of the hospital. The total amount paid in a year July 1 through the subsequent June 
30th cannot exceed the amountof the statewide EACH paymentmaximumwhich is allocated to the 
individual EACH. 

The statewide maximum EACH payments willbe allocated to an individual EACH accordingto the 
following formula where: 

v = Total MA outpatientvisits,excludingHMOoutpatientvisits,for an individual EACH 
facility from thecalendar year priorto July 1.  

V = Total MA outpatient visits, excluding HMO outpatient visits, for all EACH facilities in the 
state from the calendar yearprior to July 1. 

A = Maximumon total annualstatewideEACHpaymentsfor the July 1 throughJune30 
payment year. 

E = The portion of the statewide EACH maximum allocated to the individual EACH facility for 
the July 1 through June 30 payment year. 

Formula: ( v + V ) X A =  E 

For the individualEACH, the portion of the statewide EACH maximum allocatedto the hospital (E above) 

for the rate yearwill be divided by12 to establish the monthly outpatient EACH payment for the hospital. 


5830 Qualifying Inner City Areas. 

As of July 1~ 1997 oneinner city area is coveredwhich IS represented bythe followinggroup of 

contiguous zip codes: 53202,53203,53205,53206. 53208,53209, 53210,53212,53216,and 53233. 


5840Statewide Maximum. 
The total statewide annual maximum on outpatient EACH supplemental paymentsis $300,000. 
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5850 MEDICAID UTILIZATION SUPPLEMENTAL PAYMENT 

utilizationsupplemental payments are providedto acute care hospitals located in Wisconsin thathave provided a 
significant amount of services to Wisconsin Medicaid recipients in proportion to the total amount of inpatient and 
outpatient services provided bya hospital in the most recent fiscalyear. 

5860 Qualifying Criteria. 

A hospital qualifies for a utilization supplement if it meets the following criteria: 

(1) The hospital is an acute care hospital located in wisconsin that provides services to wisconsin Medicaid 
recipients; 

(2) For the most recentfiscal year, the hospital'swisconsin Mediaid inpatient and outpatient revenuesequal at 
least 8% of the hospital's total inpatientand outpatient revenues. - ,  

4' 
5870 Debmination of Medicaid Utilization Supplemental Payment. 

The medicaidutilization supplementalpaymentwill be c a l c u l a t e d  for each qualifying hospital, asformulated below. 

The statewide maximum utilizationsupplemental paymentswill be allocated to an individualqualifying hospital 

according to the followingfarmula where: 


r = Total Wisconsin Medimid revenue for each qualifying hospitalin themost resent fiscal year. 

R = Total Wisconsin Medicaid revenue for all q u a l i n g  hospitals in the most recent fiscalyear. 

A = -*mum total statewide utilizationsupplementalpaymentsfor the July 1.2000 through June 30.2001 


payment year. 
P = m e  portion of the statewide utilizationsupplemental payment maximum amount allocatedto a qualifying 

hospital based on each qualifyinghospital's proportion of the total Wisconsin medicaid revenuefor most 
recent fiscal year. 

Formula: (rR) X A = P 

The Medicaid utilizationsupplement shall be paidin a prospectivelyestablished monthly amountbased on Past 
Wisconsin Medicaid managedcare revenue reported by the hospital  and feeforservice paid claims revenue data 
from the most recent fiscal year. Each qualifying hospitals annual hospital utilizationsupplemental payment. divided 
by twelve will be the amount whichwill be paid to the hospital for each month of the year beginning July 1.2000 
through June 30,2001. 

5875 Source of Charges Information for Calculating Utilization 

Wisconsin Medicaidutilizationwill be basedon wisconsin Medicaidfeeforservice inpatient and Outpatient paid 
claims revenue dataand Wisconsin Medicaidmanagedcare inpatient and outpatient revenue reportedby the 
hospital in the "Hospital Fiscal Survey" for the most recent fiscal year. The Department may request. at its 
discretion, additional audited datafrom a hospital to verify the information reported in the hospitalFiscal survey 
The Department may use the additionalaudited data to determine if the hospital qualifies for the hospital utilization 
supplement andto calculatethe amount of the payment 

5880 Statewide Maximum-

The total statewide maximum for hospitalutilization supplementalpayments is$2.448.730and ispayable only in the 
rate year July 1.2OOO through June 30,2001, 
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5900 OUTPATIENTINDIGENTCAREALLOWANCE 

Supplement Medicaidpayments areprovided to hospitals that provide a significant quantityof services to low­
income persons covered by a county administered general assistance (GA) programand to Wisconsin Medicaid 
recipients. This supplement is theoutpatient indigent care allowance. The identifyingof services a hospital provides 
to persons covered by a countygeneral assistance program is a reliable methodfor identifyingthe quantityof 
services a hospital provides low-income persons otherthan Medicaidrecipients. Persons may be eligible for county 
administered general assistance underfinancial income criteria similar to or more restrictive than those for the 
Wisconsin Medicaid Program. 

8210 QualifyingCriteria. 
For a hospital to qualify for an outpatient indigent care allowance, 

(1) 	 at least 15%of the hospital’s operating expenses mustbe attributable to inpatient and outpatient services 
providedpersons eligible underthe Wisconsin Medicaid Program and to low-income persons covered by a 
general assistance program administered by a county as determined under 58215, 

(2) 	 at least 5% of the hospital’s operating expenses must be attributableto inpatient and outpatient 
services providedpersons covered by a general assistance program administered by a county as 
determined under 58215,and 

(3) 	a hospitalthat is not ownedand operated by a county government must have a contract with a 
county governmentto provide medical services to low-income persons covered by the county’s 
general assistance program,and 

8215 Calculation of Qualifying Percentage for Specific Hospital 
The percentof operating expensesattributableto services providedto the low-income personsis determined as 
follows. Section 8260 discusses the historical financial data to be usedfor a hospital which has combined with the 
operation of another hospital. 

MAFFSIN Total fee-for-servicecharges by thehospitalto the WisconsinMedicaid Program (WMP) for inpatient 
MAFFSOUT and outpatient providedservices WMP recipients in the calendar yearprior to the July 1 rate year. For 

example, forrate year beginningJuly 1, 1997, the calendar yearof 1996 is used. 
MAHMOIN For inpatientand outpatient servicesprovidedWMP recipients covered byMedicaid HMO or managed 
MAHMOOUT 	 care contractors,total charges by the hospital inthe hospital’sfiscal year that endedin the calendar 

year prior to the July 1 rate year. If charges not available, zerowill be used. For example, for rate 
year beginning July1, 1997, the hospital’sfiscal year thatended in 1996 would be used. 

GAIN Total charges by thehospitalfor inpatient and outpatient servicesprovided persons covered 
GAOUT by a county administeredgeneral assistance program (GA) in the calendar year priorto the July 1 rate 

year. For example, for rate year beginningJuly 1, 1997, the calendar yearof 1996 is used. 
RCC 	 The ratioof the hospital’s overall costs to overall charges forhospital patientservices, 

not to exceed 1.OO,as determinedfrom the hospital’smost recentaudited cost report 
on file with theWMP as of the effectivedate of the annual rate update. 

TOTEXP Total hospitalpatient care expenses from the hospital’s most recentaudited cost report 
on file with the WMP as of the effective dateof the annual rate update. 

MAEXPIN Total expensesattributedto inpatient and outpatient hospitalservices providedto WMP recipients 
MAEXPOUT calculatedas: MAEXPIN = (MAFFSIN + MAHMOIN) x RCC And MAEXPOUT = (MAFFSOUT + 

MAHMOOUT) x RCC .	.- .-
Total expenses attributedto inpatient and outpatient hospitalservices provided 

GAEXPOUT persons covered by a GA program administeredby a countycalculatedas: 
GAEXPIN = GAIN x RCC And GAEXPOUT = GAOUT x RCC 

GAPERC Percent of hospital’s operatingexpenses attributableto services provided 
persons coveredby a GA program administeredby a countycalculatedas: 

GAPERC = (GAEXPIN + GAEXPOUT) / TOTEXP 

TOTPERC 	 Percent of hospital’s operating expenses attributableto services provided persons covered by(a) a GA 
program administeredby a county and (b) the Wisconsin Medicaid Program (WMP) calculated as: 
TOTPERC = (GAEXPIN + GAEXPOUT + MAEXPIN + MAEXPOUT) / TOTEXP 

Not to be included in charges are those charges madeby the hospitalto county administered programs requiredby 
state statutefor the prevention oramelioration of mental disabilities and for theprovisionof services to 
developmental disabled personsand theirfamilies. (i.e., programs requiredor authorized under WisStats, 951.42 
and 551.437.) 
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5100 CriticalAccessHospitals 

Definition: A critical access hospital (CAH)is a hospital that meetsthe requirements under 42 CFR Part 485, 
Subpart F and is designated as a critical access hospital by HCFA, and the requirements ofWisconsin 
Administrative Code HFS1-24.40 and is designated as acritical access hospitalby the Department. 

Interim Payment Rate Per Visit: A critical access hospital will be reimbursed in sectionat the interim rate described 
2100. The interim rate may be increased by an interim amount determined under the administrative adjustment, 
Section 6890, "Critical Access HospitalInterimCost Payment Adjustment." 

Final Settlement: A critical access hospital will be reimbursed according to the final settlement provisions under ­
section 4000. The rateper visit limitation of section 4000will not include any "Critical Access Hospital Interim Cost 
Payment Adjustment." Thecritical access hospital willbe reimbursed any additional reimbursement - ,that results from 
the following calculations. 

Calculation of Reimbursable Critical Access HospitalCost: The reimbursable criticalaccess hospitalcost of 
providing outpatient hospital services for Medicaid recipients will be determined. Reimbursablecritical access 
hospital costwill be the lesser of: 
1. Customary outpatient charges in the final settlement year, 
2. The sum of the interimclinical diagnostic laboratory reimbursement plus the lesserof the following for the other 

services (other thanthe above laboratory services): 
a. Total outpatient charges for other servicesin thefinal settlement year, or 
b. Total audited costs for other servicesin the final settlement year. 

Reimbursable critical access hospitalcosts will be comparedto the total final settlement amountof section4000. 

Limits on FinalSettlement: 

If the final settlement under section 4000 resultsin an amount dueto the WMAP. this amount maybe applied to any 
amount owed to the hospital under thecritical access hospital inpatient reimbursement provisions. 

If the reimbursablecritical access hospital costs exceed thethe section 4000 total final settlement amount, 
Department will reimburse the hospital the amount by whichcosts exceed payments aftersuch amount is reduced 
by the amount,if any, by which payments exceedcosts under section 5900of the Inpatient Hospital Planrelating to 
critical access hospital inpatient reimbursement. 
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